Objectives This study seeks to discuss the management and diagnosis of Amyand's hernia, an exceedingly rare diagnosis. Methods The case of a 60-year-old female found to have inguinal appendicitis on preoperative computed tomography imaging is presented. Results The patient underwent concomitant laparoscopic inguinal hernia repair and appendectomy. Discussion Laparoscopic management of Amyand's hernia should be strongly considered for repair and resection.
A 60-year-old female presented with a 1 day history of abdominal pain accompanied by anorexia, nausea, and vomiting. She denied fevers or chills at home. During the time preceding her presentation to our institution, she reported that her pain was becoming increasingly intense in her right lower quadrant. On physical examination, her abdomen was minimally tender in the right lower quadrant but without evident peritoneal signs. Additionally found on clinical exam was a tender right inguinal mass. Laboratory work was significant only for a leukocytosis of 12,500.
Concern was immediately for incarcerated femoral hernia. However, given her history of periumbilical pain migrating to the right lower quadrant in the face of leukocytosis, there was great concern for an intraperitoneal process; namely appendicitis. For this reason, a high resolution helical computed tomography (CT) scan was performed of her abdomen and pelvis with imaging to midfemur. The images clearly demonstrated a right inguinal hernia containing the distal portion of the appendix (Fig. 1) .
The patient was taken to the operating room for laparoscopic appendectomy. At this time, the appendix was found to be passing through the internal inguinal ring (Fig. 2 ). An appendectomy and inguinal hernia repair were completed laparoscopically without complication. Final pathology confirmed acute appendicitis with necrosis of the distal appendix. The patient was discharged home on postoperative day 1.
Discussion
The first described appendectomy was performed in 1735 by Claudius Amyand at St. George's Hospital in London. [1] [2] [3] [4] [5] [6] [7] [8] The patient was a small boy who presented with the apparent symptoms of an incarcerated inguinal hernia. Upon exploration, it was immediately evident that the patient instead suffered from appendicitis in an unusual location. Authors, since this initial description, note that appendicitis in the inguinal canal occurs in approximately 0.1-0.3% of cases of acute appendicitis. 4 It is thus an exceedingly rare culmination of the two most common general surgery diagnoses.
The presentation of Amyand's hernia is generally quite similar to our patient. The natural history begins with typical visceral symptoms, many of which are ignored by patients. As the course progresses, the patient generally reports intense groin pain that does not abate rather than acute abdominal pain. The physical exam findings are nearly always consistent with incarcerated inguinal hernia.
With the widespread use of helical CT scans in current practice, the diagnosis of appendicitis in the inguinal canal is made increasingly preoperatively.
Operative management and postoperative course should not differ from patients with the separate diagnoses of appendicitis or incarcerated inguinal hernia. The approach to operative repair of Amyand's hernia has historically been described as via a groin incision; in essence, a standard open herniorraphy approach. This approach remains from a time when helical CT scans were not as widely available and thus the preoperative diagnosis was nearly always incarcerated inguinal hernia. This is not the case today. With the widespread availability of high quality CT scans, there should not be uncertainty regarding the preoperative diagnosis. Herniorraphy and appendectomy may safely be undertaken simultaneously, and several authors report preference for non-mesh repair as the field is nearly always contaminated. 1, 8, 9 In one large series, risk of recurrence was no greater in those patients with a non-mesh, tensionfree repair, but the incidence of postoperative infection was nearly 50% in those with mesh repair. 6 In our case, we chose to perform laparoscopy initially to confirm the diagnosis, insure no other intraperitoneal pathology, and finally, as a method of operative repair. We believe that laparoscopy can be an efficacious and safe method for undertaking an operation for Amyand's hernia. Initially, this approach allows for identification of potentially more serious intraperitoneal processes. Should the preoperative diagnosis be confirmed, resection and repair can be undertaken with minimal morbidity to the patient. With current widespread experience in laparoscopic hernia repair and appendectomy, it seems only reasonable to address such a historic diagnosis with such a modern technique. 
